Introduction {#s1}
============

There is a pressing need for obesity interventions to address the growing prevalence of excess weight in the USA, especially among Hispanics, one of the fastest growing racial/ethnic groups in America \[[@R01]\]. Obesity is a common condition with associated risks of morbidity and mortality. According to data from the Texas Department of State Health, 68.3% of the Hispanic population in the El Paso region had a body mass index (BMI) of 25 or greater and 33.5% had a BMI of greater than 30. These numbers are greater than both the 2010 national (64.3% and 28.9%, respectively) and Texas averages (66.6% and 31.8%, respectively) \[[@R02]\]. Effective physician-centered obesity interventions could provide the solution to our nation's obesity epidemic and improve people's overall health \[[@R03]\]. Physician centered counseling and intervention is associated with improved diet, physical activity, readiness for lifestyle change, and short-term weight loss \[[@R04]\]. Studies have shown that even modest reductions in body weight of 5-10%, as opposed to achieving ideal weight, are associated with clinically significant improvements in health risk factors \[[@R05], [@R06]\].

While we know that obesity interventions can bring about positive results, many studies have shown physicians often do not provide adequate counsel to obese patients about their weight \[[@R07], [@R08]\]. Previous attempts to understand why weight loss interventions are lacking have identified barriers reported by physicians such as lack of time for counseling, lack of resources for referral, limited training and competence, concerns about reimbursement, and beliefs about futility of treatment \[[@R07]\]. Nguyen et al's study revealed that less educated, obese Spanish speaking patients without comorbid conditions were less likely to receive weight loss advice. This could indicate other possible barriers of language and time that physicians might face when working with Hispanics \[[@R08]\]. While these studies provide some insight into physician perceptions about weight loss counseling, they offer little information about what weight management advice patients actually want or need from their physicians.

To date, only a few studies have explored how patients in general perceive physician attempts at obesity intervention \[[@R09]\]. Potter et al found that patients believed that primary care physicians could help them lose weight and wanted more help than they were getting. Yet this study focused on the general population as a whole and only included Hispanics that could read English \[[@R09]\]. Brown et al's study found that some patients were reluctant to seek medical help due to their own personal sense of responsibility with their weight \[[@R10]\]. This study however was conducted in the UK and did not include any minority groups. Ward et al focused on obese African Americans' views on obesity intervention. The results of their study highlighted the need for physicians to be culturally aware of potentially offensive techniques and terminology used to counsel African Americans about obesity \[[@R11]\].

Only recently have studies emerged gathering information on what Hispanics think and believe when it comes to obesity management. They have shown that Hispanic immigrants expressed desire for weight loss programs that incorporate traditional foods, support cultural traditions, and include a family focus \[[@R12]\]. Common barriers to making long-term dietary changes were the social and family pressures to eat like others and partake in food-centered celebrations \[[@R13]\]. Many of the studies also found a significant lack of information and a great deal of misinformation regarding nutrition and health among Hispanics \[[@R12]\]. These studies however did not focus on the health care system and how physicians could educate and facilitate weight loss.

To our knowledge, no study has focused specifically on obese Hispanic patients perceptions regarding physician-guided obesity management. Whether physician-guided weight management treatments are effective and accepted by Hispanic patients will depend on whether physicians are culturally compatible with patient needs and preferences \[[@R17]\]. This has been demonstrated in the past few years by studies implementing culturally appropriate lifestyle interventions among Hispanics \[[@R13], [@R18]\]. The purpose of this study was to describe attitudes of Hispanic patients towards weight loss, understand their prior experiences with their doctors, what they believe their doctor's role should be and exactly how they believe their doctor should help them to lose weight. The assessment will be made through brief semi-structured interviews conducted in various health clinics throughout El Paso. Once gathered, the information could prove invaluable to primary physicians as they work to effectively address the issue of obesity among their Hispanic patients.

Materials and Methods {#s2}
=====================

A cross-sectional study combining qualitative and quantitative methods was conducted to describe Hispanic patients' attitudes and beliefs about obesity and the role of their physician.

Ethics consent and approval {#s2a}
---------------------------

Ethical approval for the study was obtained from the Institutional Review Board (E13030).

Inclusion criteria {#s2b}
------------------

Participants were Hispanic men and women, 18 - 75 years of age, overweight or obese (BMI greater than 25.0 based on self-reported height and weight), who presented for a primary care visit for any reason.

The study was conducted at a university-based family medicine clinic.

Materials {#s2c}
---------

A semi-structured interview guide was used to conduct an interview with each participant. This interview guide was based on questions used in prior studies that have been used to identify thoughts, beliefs, and attitudes of patients regarding weight loss \[[@R09], [@R19]\]. Four questions covered attitudes about weight loss \[[@R19], [@R21]\], six questions covered the role of physicians in weight loss \[[@R11], [@R20], [@R21]\], three questions covered patients' past experiences with a physician \[[@R10], [@R19], [@R21]\] and two questions elicited what patients wanted regarding weight loss counseling \[[@R10], [@R11]\]. Two *de novo* questions regarding knowledge of and awareness of BMI were developed and included. Patients' medical history, health status and demographic information were also collected by self-report.

Procedure {#s2d}
---------

Participants were recruited by personal invitation from a trained bilingual research assistant during regularly scheduled clinic visits. Participants were approached in the waiting area of the clinic and asked if they were interested in participating, eligibility was then determined and if eligible they were taken to a private room where informed consent was obtained and the interview was conducted. The interviewer took contemporaneous short notes and all interviews were recorded, transcribed and then translated into English by two separate translators and cross-checked for accuracy.

Analysis {#s2e}
--------

The free recall listing technique determines participants' understanding of the definition and boundaries of a topic or domain of interest. It is an open-ended interviewing technique in which participants, as a group, generate a list of responses in their own words. Free-recall lists have some important cognitive properties. In particular, items that are most salient to participants are mentioned at the beginning of individual lists and also occur more often across interviews. Items that are not mentioned on the lists are not as salient as items that appear on the lists. Interviewing more participants may increase the number of items, but the list itself becomes stable, and the order of items does not change as new items are added by each new person. The interviews generate many items per participant, maximizing the amount of information collected per individual and allowing for a smaller sample size. The interviewer and the observer recorded comments and phrases contemporaneously, in written format using the participant's own words. The free-recall listing technique lends itself particularly well to transcribing verbatim because the responses are in list format and consist of short phrases or brief sentences. We conducted a semantic thematic analysis \[[@R22]\] using a theoretical framework that was informed by prior work in this area \[[@R09], [@R19]\]. The coding and data analysis was done by the team on an ongoing basis throughout. Emerging themes were identified by separately reviewing responses to each question and listing unique themes mentioned by the participant. This procedure allowed us to check for inter-rater reliability. Points of disagreement were discussed until a consensual coding was reached. Data collection was continued until saturation in themes was reached. Data were summarized by tabulating the frequency with which themes were mentioned; this is a method of presenting data obtained from the free-recall listing technique.

Results {#s3}
=======

Patient characteristics {#s3a}
-----------------------

A total of 20 interviews were conducted. Thirty percent of participants were overweight and 55% had a BMI greater than 35. The average age was 56. The income level was primarily under \$10,000 a year, with 65% of the group meeting this category ([Table 1](#T1){ref-type="table"}). The majority of participants had hypertension, diabetes or arthritis.

###### Participant Characteristics

  Variable                                   Mean    SD      Range
  ------------------------------------------ ------- ------- ---------------
  Age (mean)                                 56      14.76   22 - 75
  BMI (mean)                                 34.58   5.88    26.37 - 49.11
                                             n       \%      
  Language                                                   
    English                                  10      50.0    
    Spanish                                  10      50.0    
  Race/ethnicity                                             
    Hispanic                                 17      85.0    
    Non-Hispanic White                       2       10.0    
    Other                                    1       5.0     
  Marital status                                             
    Married or living with a partner         11      55.0    
  Country of birth                                           
    USA                                      8       40.0    
    Mexico                                   11      55.0    
    Other                                    1       5.0     
  Currently working                                          
    No                                       17      85.0    
    Full time                                3       15.0    
  Education                                                  
    USA (mean years)                         13.09   1.57    
    Mexico (mean years)                      4.78    3.27    
  Health status                                              
    Poor                                     7       35.0    
    Fair                                     5       25.0    
    Good                                     6       30.0    
    Very Good                                1       5.0     
  Excellent                                  1       5.0     
  Five most common past medical conditions                   
    Hypertension                             12              
    Diabetes mellitus                        11              
    Arthritis                                11              
    Dyslipidemia                             9               
    Thyroid disease                          4               
  Income                                                     
    Less than \$10,000 per year              12      60.0    
    \$10,000 to less than \$15,000           4       20.0    
    \$15,000 to less than \$20,000           1       5.0     
    \$20,000 to less than \$25,000           1       5.0     
    \$25,000 to less than \$35,000           1       5.0     

Attitudes and knowledge of weight loss {#s3b}
--------------------------------------

The patients' most common response was that extra weight affected their mobility and energy. Very few mentioned that it affected medical conditions such as diabetes, hypertension, or cholesterol. All patients involved in the interviews agreed that they needed to lose weight. Thirty percent knew what a BMI was and 95% reported that had never been told their BMI by their doctor.

Role of physician {#s3c}
-----------------

Most patients agreed that they thought their doctor should be involved weight loss but with varied roles. Some were not sure how the doctor could help since they themselves already knew what they needed to do or thought they knew what their doctor would say or do. Most agreed that their doctors did have the necessary knowledge and if they did not, they should. About half of the patients replied that their doctors did not prioritize weight loss or were unsure of the priority because their doctor had never discussed weight loss with them.

Past experience with physician and weight loss {#s3d}
----------------------------------------------

Nearly all patients said they had attempted to lose weight with either diet and/or exercise, and a few had undergone gastric bypass operations. Prominent obstacles to losing weight were identified as perceived high costs of a healthy diet, eating a bad diet, using food to cope with emotion or life changes, a lack of mobility, low energy and poor weight loss knowledge. All of the patients were comfortable discussing their weight loss with their doctor and the healthcare team but had never broached the subject with their doctor. A few mentioned that they only wanted their weight addressed if they were asked permission. Sixty percent of the patients remarked that their doctor had never discussed their weight with them. Participants reported that if their physician did mention weight loss, they gave very general tips such as eating less and being more active.

What patients desire from their doctor {#s3e}
--------------------------------------

The most common preferences for physician assistance were specific information such as nutritional advice and specific weight loss goals, encouragement to continue progress, and referrals to nutritionists and weight loss experts. Common weight loss motivators and facilitators identified were encouragement from the healthcare team as well as having a support group or partners to join them in weight loss.

Discussion {#s4}
==========

Our data show that Hispanic patients in this study want to lose weight and have tried in the past but have been unsuccessful due to a variety of barriers. These findings are similar to those identified in past studies in other groups \[[@R09], [@R12], [@R14], [@R23]\]. While most Hispanics in our group realized that excess weight played a role in decreased mobility and energy, not many were aware of the implications of excess weight on their current medical problems or overall health. Only a few patients realized that their excess weight had a direct impact on their medical issues. Whether this knowledge came from past physician/patient education remains unknown. Regardless, it is worrisome that the majority of participants did not know the implications of weight on their direct health. Our findings are consistent with other studies in the overall lack of awareness of the health consequences of obesity in the Hispanic population \[[@R15], [@R16], [@R23]\]. This observation is important, since diabetes, hypertension, and coronary heart disease are highly prevalent among the Hispanic population \[[@R01], [@R24]\]. So it is especially important for the physician and healthcare team to discuss weight management with patients with these conditions.

Many of the patients interviewed had little understanding of what their ideal or healthy weight should be. When asked to define BMI, only a third knew what it was while almost none had been notified about it by their doctor. Using BMI as a teaching tool could demonstrate clearly to patients how much excess weight they have. Interestingly, throughout our interviews many patients admitted they were "heavy" or "overweight" when in fact the majority fit the BMI criteria for being obese. Similar findings from another study showed that US-born obese Hispanics were more likely to perceive themselves as overweight and desire to weigh less than their foreign-born counterparts \[[@R16]\]. Using BMI could provide patients a clear view of where they currently are in their weight status while also providing goal oriented steps to gain a healthy weight.

Overall, participants felt comfortable talking about their weight with their doctors or any member of the healthcare team. We found that Hispanic patients trust their doctors and believed they had the knowledge necessary for the health problems they faced. They believed that if weight did affect health, a doctor has a responsibility to bring it up. However, for 60% of our interviewees, the topic of weight loss had never been discussed by their physicians. This lack of weight loss discussion made about 50% of our interviewees believe that their doctors did not put weight loss as a priority in their health. Some studies have shown that when physician interventions are done, they focus only on those morbidly obese or those with comorbidities \[[@R08], [@R09]\]. From our results, we believe that if doctors made weight loss intervention a priority in their exam regardless of the lack of comorbidities, patients would understand the importance of maintaining a healthy weight allowing prevention of further weight gain.

In our study, we found that similar to patients from other races/ethnicities, Hispanic patients want detailed information such as specific nutritional advice and need specific goals to help them achieve their proper weight \[[@R09]\]. Patients want constant encouragement from their healthcare team to help them continue their progress. When physicians do not have the time or the knowledge to discuss weight loss intervention, patients want referrals to nutritionists and weight loss experts.

We were able to obtain a fair amount of responses to our open-ended surveys to the point that responses became saturated with similar themes. While we are aware that such a small sample size could not possibly represent the variety of views found in the Hispanic population, it does provide a good basis for future study. It is possible that the results obtained could very well be one-sided as they represent a specific demographic that frequents the local health clinic. Looking forward we will need to administer the next phase of our study to a much larger sample size to adequately asses the attitudes, experiences, and desires of the Hispanic population concerning weight loss.

Conclusion {#s4a}
----------

The results of our study demonstrate that the attitudes, experiences, and desires of the Hispanic population concerning weight loss intervention with physicians, resemble those observed among other groups. Our findings highlight the need for physicians to specifically educate and provide resources to their patients not only concerning the effects of excess weight on health but also where their patients currently stand in their BMI. Such education could provide renewed motivation and concrete goals for weight loss. The Hispanic patients in our study wanted more help and advice from their doctors in the form of dietician referrals, specific weight loss goals, and encouragement throughout the process. Appropriate changes should be made in the physician's practice to address these needs. We strongly believe that continued research into understanding how Hispanic patients can be helped by their physicians will lead to improved weight loss management and overall healthcare of the Hispanic community.
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